This article offers examples of the ways in which qualitative methods have informed, and may inform, mental health policy in Canada and beyond. Three initial uses of these methods are identified: to generate hypotheses to be tested by other means; to explore the subjective experiences and everyday lives of people with mental illnesses; and to investigate processes of recovery and the active role of the individual in recovery. Given the recent focus in mental health policy in Canada, the United States, and around the world on transforming mental health systems to promote recovery and the emphasis recovery places on the individual's own first-hand perspective, we argue that qualitative methods will become increasingly useful as psychiatry shifts away from symptom reduction to enabling people to live satisfying, hopeful, and meaningful lives in the community.
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Estroff's 7 and Strauss's 8 own work, the 2 decades since this special issue appeared have witnessed a growing number of investigators taking up this challenge around the world.
What is noteworthy at this time is that qualitative methods have reached a sufficient degree of maturity and rigour to bring investigators from quantitative orientations-along with practitioners hungry for clinically relevant research and policy-makers in search of useful data-to begin to ask what qualitative research can do for them. In the following, we will focus on what lessons policy-makers in particular have learned, and can learn, from qualitative studies, drawing examples from work, both in Canada and beyond. By no means exhaustive or even representative of the body of qualitative work produced over the previous 20 years, the studies described below were selected to illustrate various ways in which qualitative research may be used to inform policy. These examples are also not exhaustive of the ways in which such research may be used, but are rather offered to give the reader a taste of this ever-expanding smorgasbord of subjectively-based research. Given the degree to which policy-makers find stories and other narrative formats highly persuasive means of swaying the public and elected officials, we imagine that the range of uses for qualitative research will only continue to expand.
Finally, we suggest that the recent shift to recovery as the overarching aim of mental health care creates a policy environment that is particularly receptive to, if not actually desperate for, qualitative investigations of the lives of people with serious mental illnesses. Major policy statements in both Canada and the United States within the previous 5 years have argued for radical reform, or transformation, of the mental health system to be more responsive to the needs of individuals with mental illnesses and their families. For example, the Canadian Senate's report entitled Out of the Shadows at Last: Transforming Mental Health, Mental Illness, and Addiction Services in Canada states that, "The Committee believes that recovery must be placed at the centre of mental health reform." 1, p 42 Adopting recovery as the overarching aim of care, according to this report, "suggests that the goal of mental health policy should be to enable people to live the most satisfying, hopeful, and productive life consistent with the limitations caused by their illness." 1, p 44 With this shift of focus to enabling people to live their lives (that is, as opposed to reducing their symptoms), it becomes incumbent on investigators to better understand the ways in which mental illness interferes with everyday life and the ways in which people can learn to manage and minimize the illness so that they can pursue their lives to the best of their ability, even in the face of persisting illness. Our argument, in the third section of this paper, is that qualitative methods are particularly, perhaps uniquely, well-suited for this task. We begin first, however, with a couple, more generic, uses of these methods.
Use 1: Generating Hypotheses
Perhaps the least controversial or contested use of qualitative methods has been in the generation of hypotheses that can then be tested through other, primarily quantitative, means. Especially in relatively new, unexplored, or poorly understood areas, qualitative methods have been touted as a means to carrying out initial descriptive work that can lay the groundwork for future quantitative study. 9 One simple, but significant, example of this use is provided by a study we conducted in the early 1990s, as the state of Connecticut, along with many other states across the United States, entered into its final phase of deinstitutionalization. This phase involved discharging, back to the community, a cohort of people who had undergone extended stays at the state hospital and were considered too disabled to be discharged in earlier rounds of bed closures. In this case, the state was closing 2 of its remaining 3 long-stay hospitals, and this degree of downsizing required the discharge of a significantly disabled cohort of patients.
Within this policy context, a qualitative study was launched to follow a group of these long-stay inpatients as they transitioned back into community life. Despite the thousands of pages that were written about deinstitutionalization over the preceding half century, little information could be found about the nature of the everyday life of the individual living with a serious mental illness in the community and the needs and challenges he or she might face in returning to the community after an extended stay in a hospital. 10 This initial study was thus conceptualized as exploratory in nature, with the aim of identifying differences between experiences inside and outside of the hospital setting, issues experienced during the transition from one setting to the other, and needs, challenges, and preferences that people had in either or both settings.
Of the numerous things learned from this study, 11 some lessons were more surprising than others. For example, it was not very surprising to learn that every person interviewed for the study expressed a strong, unequivocal preference for living in the community over living in the hospital, nor was it surprising that participants valued the freedom, privacy, sense of control, and proximity to family and community of origin that came with living in their own apartment in their home community. One thing that was surprising, given that this study was conducted in a poor urban area, was that participants felt safer living in high-crime neighbourhoods than they did in the state hospital, where, in the words of one participant, "You never knew who was going to hit you or if you'd wind up in restraints." 11, p 127 More striking was that, for the most part, participants described their day-to-day lives in hospital and community settings as more alike than different, as a dreary progression of empty hours filled mostly with despair. The similarities across settings held important implications for policy and programming, as discharging these patients from the hospital had done little to end their captivity and institutionalization. However, of more relevance for policy considerations were the 2 drawbacks to community living that participants described: loneliness and a lack of access to medical care. Both of these issues emerged from the study as important hypotheses to be explored further. The clinical literature suggested that people with psychosis did not suffer from loneliness (that is, they chose to withdraw and isolate themselves as part of the illness) and little was known about the medical status of people living with serious mental illnesses in the community.
Many efforts were made over the last decade to address the social needs of adults with serious mental illnesses living in the community. While this remains a work-in-progress, much more remains to be done to address the lack of access to medical care reported by the participants in this study. Unfortunately, the hypothesis that a lack of access to medical care was an unanticipated adverse consequence of deinstitutionalization has proven to be true in several subsequent studies, with the emergence of what is now being considered a pressing public health crisis. At the time that this study was conducted, adults with serious mental illnesses were found to have a lifespan that was about 12 years shorter than their age-cohort peers without a mental illness. 12 In the most recent study, this discrepancy in lifespan was found to have increased to 25 years, resulting in adults with serious mental illnesses losing one-third of their lifespan to the combination of comorbid serious medical conditions and a lack of access to quality medical care. 13, 14 This disparity in health and longevity now looms as one of the major policy challenges for the foreseeable future.
Use 2: Exploring Subjective Experience and Everyday Life
This was the role for qualitative methods advocated by Strauss and Estroff in their 1989 special issue of Schizophrenia Bulletin, and likely also the focus of most of the qualitative research conducted since. Although similar to establishing an adequate descriptive base and generating hypotheses for the application of quantitative methods, this use differs in that it pertains to a sphere of phenomena that are less likely to be tapped through these other means. As argued by the earliest (modern) proponents of qualitative methods, [15] [16] [17] the experiential, subjective realm is not only something to be eliminated, or at least minimized, in the conduct of natural science. It can be taken as an object of science in its own right, as long as this form of science has methods appropriate to its subject matter. Subjectivity is not only a source of bias or distortion, but is itself an ordered and intelligible domain. However, just as objective matters require objective methods, subjective matters require subjective methods. It was for this purpose that qualitative methods were originally developed, regardless of their particular theoretical orientation (for example, hermeneutics from Dilthey, 15 phenomenology from Husserl, 16 and symbolic interactionism and grounded theory from Mead 17 ).
Within psychiatry, much has been learned over the last 2 decades about the subjective experience and everyday lives of people living with serious mental illnesses. Of course, while more remains to be learned, some of what has already been learned has held important policy implications. One early example was provided by Strauss and colleagues' groundbreaking work in the 1980s in the Yale Longitudinal Study 18 in which more than 50 adults with serious mental illnesses participated in follow-up narrative interviews for a period of up to 3 years. Among the longitudinal principles discovered through this study was the principle of the nonlinearity of course, suggesting that people with serious mental illnesses experienced fluctuating courses of illness that interacted both with the environment and with an individual's efforts. Course of illness followed neither a simple upward nor a downward trajectory, there was no predictable sequence of events, and improvements could occur at any time and in any domain of functioning, unrelated to functioning in other domains.
What this discovery suggests, among other things, is that the conventional model involving treatment of symptoms first to be followed by functional rehabilitation of skill deficits does not reflect the natural history of the disorder, nor does it take into account the impact of the individual and the environment on the course of disorder. This discovery has had important implications for policy-makers and systems of care that, in their transformation to a recovery orientation, have found it necessary to reduce or altogether eliminate such artificial expectations and demands. In such systems, clinical providers no longer serve a gatekeeping function in relation to other services and supports, such as supported employment or housing, as these rehabilitative services are increasingly seen as equally potent avenues to recovery as symptom reduction and clinical stability (for an example, see Tondra et al 19 ) . Because the course of serious mental illness is not linear, it does not make sense to insist that someone be symptom-free before getting a job or housing than it would to insist that someone have a job or get married before being offered medication.
Qualitative studies in Scandinavia have had a similar impact on conceptualizations of clinical practice, although in a very different domain. Studies carried out in Norway and Sweden came to the same conclusion regarding the limitations imposed by conventional notions of therapeutic boundaries in helping relationships with adults with serious mental illnesses. When asked to describe times when participants had found their mental health providers to be particularly helpful to them, many people in both countries talked about the times when their therapist, case manager, doctor, or other rehab provider had "broken the rules." 20, 21 Breaking the rules took many forms, but inevitably involved stepping outside the traditional roles and therapeutic boundaries of the therapist-client relationship, with the provider taking the risk to become more of a human being alongside another human being rather than remaining in an asymmetrical relationship. Similarly, qualitative studies conducted in the United States have reported the dissatisfaction many people feel with the artificiality and limitations of tightly bound relationships with mental health staff (for an example, see Davidson et al 22 ); however, in Scandinavian countries, this has sparked more of an interest in changing the rules so that they do not have to be broken for clients to feel they are being treated as people. The challenge that remains is how to open up these relationships to allow for some degree of mutuality and genuineness without increasing the risk of exploiting the client.
However, perhaps the largest qualitative study to have direct policy implications for reforming psychiatric practice to be oriented toward promoting recovery was sponsored by the American government, with the explicit aim of guiding provider performance. This national project, entitled What Helps and What Hinders Recovery Project, was initiated in 1999, when the National Association of State Mental Health Program Directors, along with the Mental Health Statistics Improvement Project of the federal government, brought together a small group of experts to address the need for the development of recovery-oriented performance indicators. Such indicators provide a means to track, benchmark, and evaluate specific activities in organizations that stand as proxy measures for valued principles and processes.
At that national meeting, state mental health authority representatives interested in measuring recovery, consumers representatives, federal and National Association of State Mental Health Program Directors officials, and an expert panel of recovery researchers (most of whom also had personal experience of mental health recovery) brainstormed about important domains of a recovery-focused mental health system. Discussion led to a heightened awareness that mental health recovery is an intensely personal process that can be facilitated or held back by many factors that include, but are not limited to, the operations of formal mental health services. Participants concluded that too little was known about how mental health programs and systems serve to create salutary and detrimental impacts on the recovery process. To understand these processes required empirical data, which could only be attained by asking people in recovery about their lives and the impact, positive and negative, of a range of factors, including their experience of being recipients of services provided by formal helping systems.
The meeting ultimately led to the creation of a multiphase National Project to Create Recovery Performance Indicators, which involved state mental health authority research partners and various collaborators lead by a panel of recovery researchers. Phase 1 of the project involved turning to mental health consumers and gathering information about their experience of recovery, to learn what had propelled them forward in recovery as well as what had held them back. This phase of the project employed focus group research methods. Ten focus groups were conducted in 9 US states. Several guiding questions organized the brainstorming of ideas, and the groups generated more than 1000 pages of transcribed qualitative data. These rich data were then carefully analyzed by the researcher panel using grounded theory and constant comparative methods, and revealed a set of important themes. Member checks conducted with nearly one-half of the original focus group participants verified and prioritized important factors. A detailed report was prepared on the project. 23 These efforts reveal that people in recovery are readily able to name and describe elements of the operation of mental health programs and systems that promote their personal recovery. These include such processes as having valued choices, receiving hopeful messages and encouragement, having one's basic needs met, working as partners with providers, being supported in a return to work, and most importantly, having the support of peers. Unfortunately, people in recovery were also readily able to name and describe ways in which their personal recovery was hindered by formal helping systems and mental health providers, including the experience of stigma within the mental health system, abuse of power, discouraging and hopeless attitudes, Catch-22 disincentives for working and the experience of being channeled into low-level employment, the premature cutoff of services and supports, a lack of access to needed supports, and many other concerns. Phase 2 of the project involved generating and testing a set of items to serve as recovery performance indicators. This phase of the research focused primarily upon activities of formal systems that tend to promote recovery or damage or delay the potential for rebound from prolonged psychiatric disorder. Performance indicators were generated in an item-writing workshop, concentrating on each of the major themes found in the analysis of the What Helps and What Hinders Recovery Project findings. In some cases, the original language of focus group participants was preserved within the item structure. Formal analytic methods were then used to improve and test the items or performance indicators. These included a formal think-aloud session to test the items with service users to assess their response to each question, formal reading level tests, and a multisite pilot of an initial consumer self-report survey. Factor analysis and other analytic methods were then used to hone the items to a 42-Item Consumer Self-Report Survey and a 19-Item Administrative Data Set, which together form the Recovery Oriented Systems Indicators measures. A technical report on these efforts that includes the instruments is now available, 24 providing the mental health field with a new set of measurement tools that were carefully crafted from a rich set of qualitative research findings, and provide an empirical measure of systems performance that remains grounded in lived experience of recovery.
Use 3: Understanding Recovery and the Active Role of the Individual With the Disorder
This use for qualitative research may be considered a subset of use 2, above, but it has taken on such significance in recent years, with the emergence of recovery as an overarching policy directive around the globe, that we considered it worthy of separate treatment. In this case, qualitative methods were used to define and delineate what is meant by the term recovery in relation to serious mental illness and to identify and describe the various ways in which the person with the disorder can play an active role in his or her own recovery. Building on this foundation, additional qualitative research has been conducted to explore and elaborate on the core characteristics of recovery-oriented services, supports, and systems of care, which take as their aim supporting the individual's own efforts in managing his or her condition while regaining a safe, dignified, and meaningful life in the communities of their choice. 25, 26 Such studies [27] [28] [29] [30] [31] [32] [33] [34] [35] were based on the first-person experiences and narratives of people living with serious mental illnesses and generated valuable insights for the ways in which people can actively "take up the work of recovery" 29 and ways in which services, supports, and systems need to be transformed to encourage and support the individual's efforts. For example, this body of work provided the basis for the American government's achievement of a consensus definition of recovery and has since been disseminated by the federal Substance Abuse and Mental Health Services Administration. 36 Nonetheless, as application of the term recovery to serious mental illnesses remains a confusing and ambiguous challenge, 28 Both of these landmark policy documents establish recovery as the overarching aim of mental health care, and argue persuasively for the need to fundamentally transform existing care to reorient services, supports, and systems to promote it. However, beyond putting forth a vision of a satisfying, hopeful, and meaningful life in the community-to which every individual with a serious mental illness is entitled-both reports are equally vague in relation to what precisely the process of recovery involves and what reorienting services, supports, and systems to promote it entails. In helping to answer these 2 related questions, qualitative research has become an invaluable tool for the field.
What makes qualitative research invaluable for this task in particular is that it is an approach designed specifically to give voice to an individual's or a group's experiences-a perspective that otherwise might go unnoticed. The marriage between qualitative methods and recovery research thus becomes obvious and potent. Recovery is what the individual with a mental illness does on their own behalf to get to know and come to manage a mental illness in the process of pursuing their overall life. For mental health care to be reoriented to promoting recovery, it needs to be reconceptualized from this (that is, the individual's) perspective and focus on how it can be useful in encouraging and supporting the individual's own efforts. The emphasis in treatment and rehabilitation thus shifts from what we need to do to reduce symptoms and remediate deficits to what the individual needs to do to manage their condition while pursuing their own hopes, dreams, and aspirations. How can we be successful in encouraging and supporting the individual's efforts in this regard if we do not ground our own work in an intimate understanding of the individual's everyday life and perspective? And how better for us to gain this intimate understanding than through a personal relationship with each individual, which is further informed and deepened by familiarity with qualitative studies exploring the lives and experiences of people recovering from serious mental illnesses? With the shift in focus to recovery and to the role of the person in recovery, qualitative methods emerge as an inevitable, if not also necessary, path to generating new information regarding what people with mental illnesses, and those who love or serve them, need to do to minimize the destructive impact of the illness and maximize the individual's chances for a meaningful life.
One example of a qualitative study that began to identify ways in which people with serious mental illnesses can take active roles in recovery is drawn from a multinational, collaborative, on-recovery research we have carried out with colleagues from Italy, Norway, and Sweden. This research has been described in 2 special issues of the American Journal of Psychiatric Rehabilitation 38, 39 and covers multiple domains, including the individual's active role, the roles of social relationships and settings, and the roles of psychiatric treatment, material resources, employment, and having a sense of home in recovery. For the purposes of illustrating the kind of information and shifts entailed in promoting the individual's everyday life, we will limit our discussion to one component of the active role of the individual in their recovery.
It may perhaps seem obvious that while people with mental illnesses are taking medications and participating in other treatments in the hope of reducing their symptoms they are also going about the business of trying to live their everyday lives. However, in practice, the apparent obviousness of this point has been lacking, as there has been little attention paid in psychiatry thus far on how people can be supported in regaining a normal life above and beyond ridding themselves of symptoms. However, qualitative interviews have suggested that people expend a considerable amount of their available energy on efforts to look or pass for normal 27 and on efforts to restore order, meaning, a sense of routine, and normality to their everyday lives. 40 One woman in this multinational study described, for instance, how she tried "above all to feel as if I were a 'normal' person." Once we get beyond viewing this point as merely obvious, we learn that there are several aspects to this challenge.
A task that people initially face involves reengaging in ordinary activities of daily life such as attending school, getting a job, developing friendships and romantic relationships, attending a church, synagogue, or mosque, and participating in other naturally occurring social and (or) recreational activities. While all of these activities might have been assumed to be important to people with mental illnesses, at least since the 1970s' community support movement, we are not talking about the task of reengaging in these activities once the illness has gone away or once its manifestations have been brought under good control. Rather, we are describing the task of figuring out or learning how to engage in these activities while continuing to suffer the effects of the illness. If symptoms can be reduced and the illness brought under good control then reengaging in daily life activities will become much simpler. However, one of the points of extending the notion of recovery to everyone with a serious mental illness is to no longer require people to achieve symptomatic remission or clinical stability as a prerequisite to returning to these tasks. The major breakthrough ushered into the field through supported employment perhaps best exemplifies the change we are trying to capture. Rather than waiting indefinitely through protracted processes of prevocational and vocational assessments, placement in sheltered workshops, and trials of transitional employment prior to being considered ready for competitive employment, supported employment is based on the idea that people will most likely be successful in working if they are placed rapidly in a competitive job that interests them and are then provided with in vivo supports. Qualitative research is now needed regarding the challenges of working with psychiatric disability to help us identify the kinds of accommodations and supports people will find useful in these efforts.
A second, important accompaniment to reengaging in daily life activities is the individual's eventual recognition and acceptance that even so-called normal life has its own difficulties, ups and downs, disappointments and joys, beyond the scope of the mental illness and its effects. That is, learning how to manage a mental illness does not lead to living happily ever after. While we may consider this point obvious as well, we were surprised by the degree to which participants in these studies have interpreted therapists' use of boundaries and abstinence to imply that mental health providers have no difficulties in their own lives. For example, when a young psychologist at a day hospital program candidly explained to a patient that he had been late for group that morning owing to a flat tire, the patient's response was: "You mean doctors can get flat tires, too?" People in recovery come to learn that not everything bad that happens to them in life is attributable to their illness and that learning to live a meaningful life requires learning how to solve or bypass new problems that are unrelated to their illness. For people who experienced the onset of mental illness in late adolescence or early adulthood and whose normal development may therefore have been disrupted or delayed, the notion that life beyond mental illness is also not so easy may be a bitter pill to swallow. As one woman explained:
There are problems but I think no matter what situation you get into there's going to be problems, no matter what. You've got to learn to work through problems because if you don't you aren't going to live . . . that's a human being. In order to get from one place to another you've got to learn to get through the problems or around the problems in order to get to the next step.
Despite being somewhat hard to swallow, people may also experience relief with this dawning awareness, indicating a third component to this task. As they accept that life is not a rose garden for anyone, they also come to understand that not every sign of stress or distress needs to refer back to a mental illness but may, instead, be something that everyone else experiences in life as well. Just as they learn that not everything bad that happens to them in life is attributable to their illness, they learn that not every emotion or flash of anxiety is necessarily a symptom. Everyday life, irrespective of the presence or absence of mental illness, has its own drama, unpredictabilities, frustrations, setbacks, and disappointments. However, in contrast to their devastating experiences of illness and despair, this kind of everyday upset comes as a welcome sign of improvement. In fact, some participants viewed being able to have ordinary worries as a sign of their recovery. The same woman who was quoted above concludes by describing one of the more important things she has learned thus far:
I have to make the best of what I have. If you don't make the best of what you have then you are just going to be more and more depressed. I can't see going back to where I was. It's not an option. I've come too far to go back . . . Where is back? Back is being miserable, hating myself, hating life, not wanting to live, wanting to just curl up and die but being too afraid to kill myself. As these data suggest, there are many things that individuals in recovery can do-and some they may need to do-to carry out "the work of recovery." 29 In addition to digging their way out from under the ravages of the illness, these tasks include getting to know and coming to manage the illness' more disruptive elements, finding anchors within their social world to keep them moored to the present and its pressing realities, and reestablishing a sense of everyday routine, and a sense of normality, which is not to be confused with usual meanings of the word normal. Each of these tasks offer opportunities for mental health providers to offer education and interventions on the client's behalf, and to generate additional avenues for exploration for new ways of being helpful to people engaged in these struggles.
Discussion
Qualitative methods remain limited in several important ways. Given that they provide in-depth access to only a relatively small number of people, they do not immediately guarantee generalizability or representativeness. Questions remain about how best to establish and ensure forms of reliability and validity that build on the unique strengths and contributions of these methods, rather than bind them to conventional quantitative notions that remain alien to them. 41 Despite these concerns, qualitative research has made significant contributions to our understanding and treatment of severe psychopathology since the founding of the field (for example, see Jaspers 42 ) and promises to make more such contributions in the future (for example, see Flanagan et al 43 ) . As qualitative methods become integrated more and more readily into mixed-method designs, we will no longer ask: Why do qualitative research? Instead, we will begin to consider when to use qualitative methods, to answer which questions, and with what anticipated results. We offer the examples above as a few illustrations of how these methods can be particularly useful in addressing policy questions that do not readily lend themselves to experimental or multifactorial designs, but which, with the ascendancy of recovery, are becoming increasingly central to the field.
